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A Case of Pulmonary Tuberculosis Presenting as Diffuse Interstitial Lung Disease
Associated with the Lymphadenopathy of Mediastinum and Abdomen

Eun Young Lee - Young Sun Hong - Seon Hee Cheon
Young Sik Park - Seung Yeon Baek - Woon Sub Han

Department of Internal Medicine, Thovacic & Cardiovascular Surgery,* Radiology™ and Fathology***
College of Medicine, Ewha Womans University

The diffuse interstitial lung diseases are a heterogeneous group of diffuse inflammatory disor-
ders of the lower respiratory tract characterized by derangements of the alveolar walls and
loss of functional alveolar capillary units. The most common causes of diffuse interstitial lung
diseases are idiopathic pulmonary fibrosis, sarcoidosis, collagen vascular disorders, hypersensiti-
vity pneumonitis and pneumoconiosis. Especially, the miliary tuberculosis is also leading cause
in Korea, but pulmonary tuberculosis presenting as diffuse interstitial lung disease except miliary
tuberculosis is rare. We report a case of pulmonary tuberculosis presenting as diffuse interstitial
lung disease associated with the lymphadenopathy of mediastinum and abdomen.

KEY WORDS : Pulmonary tuberculosis - Diffuse interstitial lung disease - Lymphadenopathy.
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Fig. 1. (A) Chest PA taken on admission showed right supcrior mediastinal widening, right hilar enlargement
and increased interstitial markings on both lower lung fields.
(B) Chest PA taken 7 months after antituberculous chemotherapy showed normal patiern.
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Fig. 2. (A) High-resoluton computed tomography of chest taken on admission showed ground glass opacity
and interstitial thickening on both lower lobes and right paratracheal and hilar lymphadenopathy.
(B) High-resolution computed tomography of chest taken 7 months after antituberculous chemotherapy

showed markedly decreased ground glass opacity and interstitial thickening.

Fig. 3. (A h Ultrasonography of abdomen taken on admission showed enlargeent of subhepatic lymp node.
(B) Ultrasonography of abdomen taken 7 months after antituberculous chemotherapy showed disappea-

red enlarged lymph node.
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Fig. 4. (A) Open biopsy specimen obtained from n'éht paratra

with giant cells, epithclioid cells, fibrosis and focal necrosis(H & E, X 100).
(B) A granuloma with epithelioid cells and necrosis(H & E, X400).
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